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Introduction
Isolated innominate artery injuries as a result of blunt
trauma are relatively rare.1 We report a case of a young
male involved in a road traffic accident (RTA) who
developed a pseudoaneurysm of his innominate artery.
This was repaired using an endoluminal technique.
Endovascular repair of a traumatic innominate artery
aneurysm has not been described previously.
Case Report
A previously healthy 20-year-old male was admitted
to the emergency department following a head-on car
collision. He was a front-seat passenger wearing a
seatbelt. The driver of the patient’s car survived; how-
ever, the five occupants of the other car were killed
on impact. This indicates the force and mechanism of
the collision.
The patient sustained multiple injuries, including
right flail chest and bilateral haemopneumothorax. CT
scan showed an extensive mediastinal haematoma. Fig. 1. Angiogram demonstrating innominate artery aneurysm.
Thoracic angiography identified a small tear and
pseudoaneurysm (2.4 cm diameter) in the innominate
artery about 0.5 cm from its origin (Fig. 1). There was The aneurysm was repaired under general
anaesthetic using an endovascular approach via thenormal filling of the right subclavian and common
carotid arteries. As the patient was cardiovascularly right common carotid artery. This was surgically ex-
posed, the patient heparinised (5000 U) and the arterystable and the arterial tear was not leaking it was
managed conservatively initially and followed up with clamped. Transcranial Doppler (TCD) monitoring
showed an adequate collateral blood flow to theCT scans. The patient was discharged home after
six weeks. Two months later CT scans showed the ipsilateral cerebral hemisphere.
A vertical arteriotomy was made. A piece of 8 mmpseudoaneurysm had not changed in size and did not
involve the aorta. PTFE (Bard, Crawley, U.K.) was pre-stretched by a
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Fig. 3. CT scan demonstrating patency of the graft and occlusion of
the aneurysm.
The patient made an uneventful recovery and was
discharged three days later. Follow-up CT scans
showed no contrast entering the aneurysm sac and
therefore occlusion of the sac (Fig. 3).
Discussion
Fig. 2. PTFE stiched onto Palmaz stent.
Innominate artery aneurysms are rare, as the artery
lies well protected in the thorax. Pseudoaneurysm12 mm balloon and placed over a 9–16 Palmaz stent
(Johnson & Johnson, New Brunswick, U.S.A.) and formation is a well-documented complication of both
penetrating and blunt injuries. In this case the pseudo-stitched to it with four Prolene sutures (Fig. 2). The
stent was then crimped on to the balloon and deployed aneurysm resulted from a tear due to shearing forces
associated with the high impact of the collision. Theacross the innominate artery occluding the aneurysm.
A 21 French Peelaway introducer sheath (Cook, Bjae- mechanism for this injury was first described by Binet.2
Previously, these aneurysms would be surgicallyverskov, Denmark) and a standard 0.035 inch guide-
wire (Medi-tech, Watertown, MA, U.S.A.) was used. repaired via a median sternotomy with possible cardio-
pulmonary bypass.3 The endovascular technique hasHaemostasis was achieved by clamping the dilator
until the stent was introduced, which fits flush to the been described for severe stenoses or occlusions of
aortic arch branch lesions.4 Cerebral blood flow mustdilator.
The origin of the innominate artery was located as be monitored and, if on carotid clamping it is sig-
nificantly reduced, steps must be taken to improve it,follows. The X-ray machine was placed in the correct
position, an angiogram performed via pigtail catheter perhaps by shunting. The carotid artery approach was
used because of the large size of the graft and becausein the aorta, and the machine locked in place. The site
of deployment of the stent flush to the aortic arch was of the possibility that the introducer sheath would
kink if the brachial artery approach was used.marked on the monitor with a piece of string.
Angiography was performed via percutaneous ac- It was decided to repair the tear electively, as the
patient is an active 20-year-old with a false aneurysmcess via the femoral artery. Patency of the graft and
occlusion of the aneurysm was confirmed by angio- that had the potential to thrombose, cause pressure
effects or rupture with potentially fatal results.5graphy. The vertebral artery was not seen. The carotid
artery incision was closed directly by suture. The endovascular approach made it possible to
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